Background: Both type 1 and type 2 diabetes are well-established risk factors for cardiovascular disease and early mortality. However, few studies have directly compared the hazards of cardiovascular outcomes and premature death among people with type 1 diabetes to those among people with type 2 diabetes and subjects without diabetes. Furthermore, information about the hazard of cardiovascular disease and early mortality among Asians with type 1 diabetes is sparse, although the clinical and epidemiological characteristics of Asians with type 1 diabetes are unlike those of Europeans. We estimated the hazard of myocardial infarction (MI), hospitalization for heart failure (HF), atrial fibrillation (AF), and mortality during follow-up in Korean adults with type 1 diabetes compared with those without diabetes and those with type 2 diabetes.
Background Both type 1 and type 2 diabetes are well-established risk factors for cardiovascular death and early all-cause mortality [1] [2] [3] [4] [5] [6] [7] . People with type 1 diabetes (T1D) have a three-to four-fold increased risk of premature death compared with the general population [1, 2] . T1D is also associated with an increased risk of cardiovascular disease (CVD), including myocardial infarction (MI) [8] [9] [10] , heart failure (HF) [10] , and atrial fibrillation (AF) [11] . An analysis of the Swedish National Diabetes Register data showed that people with type 2 diabetes (T2D) were at a 15% increased risk of premature all-cause mortality and a 14% increased risk of cardiovascular death compared to age, sex, and county-matched controls, although the risk varied depending on patient age and glycemic control status [3] . However, studies that directly compare the risk of CVD or early death in a T1D population to that in a T2D population and a population without diabetes are scarce. Furthermore, in the few studies that have been conducted, the study populations were restricted to middle-aged Finnish people with a diabetes onset age of > 30 years [12] , Chinese with young-onset diabetes [13] , and relatively young adults in Denmark [4] and Hungary [14] . Therefore, the relative strength of associations of T1D compared to T2D with the risk of CVD or early mortality has not been fully established.
The clinical, immunological, and epidemiological characteristics of Asians with T1D are dissimilar to those of Europeans [15, 16] . East Asian countries, including Korea, have the lowest T1D incidence in the world [15, 16] . In Korea, the prevalence of T1D was only 0.047% in 2013, whereas that of T2D was 8.0% in the same year [16, 17] . In Asia, non-autoimmune types of T1D, such as fulminant and virus-induced T1D and other atypical forms, constitute a significant portion of T1D cases [15] . Furthermore, the proportion of late-onset T1D cases with onset age of ≥ 30 years has been reported to be higher than the proportion of young-onset T1D cases in Korea [16] . Information on the risk of CVD and early mortality among Koreans with T1D is very limited, while studies from Western countries have consistently demonstrated that T1D is a risk factor for early cardiovascular and allcause mortality [1, 2] .
Therefore, we determined the hazards of early mortality, MI, hospitalization for HF, and AF in individuals with T1D and compared them with those in people without diabetes and those with T2D using the Korean National Health Insurance Service (NHIS) database.
Methods

Data sources
We used the NHIS datasets of claims and preventive health check-ups in Korea from January 2009 to December 2016 for this analysis. The Korean NHIS is the single-payer organization run by the Korean government, and covers all residents in Korea. The NHIS, as a single insurer, uses two major programs to offer universal coverage to all residents of Korea: National Health Insurance (NHI) and Medical Aid (MA) [18] . NHI covers approximately 97% of the population, and MA covers the remaining 3% of the population [18] . Data on MA beneficiaries has been incorporated into a single NHIS database since 2006 [18] . The NHIS claims datasets contain anonymous identification numbers, demographics, monthly income, primary and secondary diagnoses classified according to the International Classification of Diseases-10th Revision (ICD-10), prescriptions, procedures, and dates of hospital visits and hospitalizations for all residents of Korea. The NHIS actively operates a national health screening program that promotes regular health check-ups. This program recommends standardized preventive health check-ups at least every 2 years for (1) employed and selfemployed people who are the householders of a family, (2) dependents of employed people and family members of self-employed householders (40 years or older), and (3) MA beneficiaries who are householders (19 to 64 years old) or family members (41 to 64 years old). These health examination results are compiled into datasets of preventive health check-ups that are the largest-scale, nationwide cohort database with laboratory information in Korea. Information on demographics; smoking; alcohol consumption; physical activity; anthropometric measurements, including height, weight, and waist circumference (WC); systolic and diastolic blood pressure; and laboratory results, including fasting glucose, lipid profiles, routine urinalysis, and estimated glomerular filtration rate (eGFR), are additionally available from the NHIS preventive health check-up database. Details about this database were provided in previous reports [18] [19] [20] .
This study was approved by the Institutional Review Board (IRB) of Samsung Medical Center (IRB number: SMC 2017-07-142). An informed consent exemption was granted by the IRB because all data provided by the NHIS to researchers were de-identified.
Study cohort, outcomes, and follow-up
In this retrospective longitudinal population-based study, individuals aged ≥ 20 years who underwent national health check-ups between January 2009 and December 2014 were selected. The date of the initial check-up during that window was considered as the baseline. Individuals who answered yes to the questionnaire asking whether they had a history of previous heart disease, those who satisfied the definition of MI, hospitalization for HF, or AF at baseline, and those with missing data for at least one variable at baseline were excluded (Fig. 1 ).
The endpoints were new development of MI, hospitalization for HF, AF, and all-cause mortality during followup. MI was determined as the recording of ICD-10 codes I21 or I22 during hospitalization or ≥ two claims under those codes, according to previous reports [19, 21] . Hospitalization for HF was defined as ≥ one hospitalization under a primary diagnosis of ICD-10 code I50 [22, 23] . Following previous reports [24] [25] [26] , AF was defined as the recording of ICD-10 codes I480-I484 or I489 during hospitalization or these codes having been recorded at least twice. Individuals with a diagnosis of mitral stenosis and those with mechanical heart valves were excluded to limit the population to people with non-valvular AF. The study population was followed from baseline (the date of initial check-ups) to the date of death, development of endpoint diseases, or December 31, 2016, whichever came first.
Measurements and definitions
Information on current smoking, alcohol consumption, and regular exercise was collected from questionnaires. Heavy alcohol consumption was defined as an average daily alcohol ingestion ≥ 30 g. Regular exercise was determined as high-intensity physical activity (physical activity causing extreme shortness of breath) for > 20 min per session or moderate-intensity physical activity (physical activity causing substantial shortness of breath) of > 30 min per session at least once a week. Low income level was regarded as the lowest 20% of the total population based on monthly income [26] . Body mass index (BMI) was calculated as body weight in kilograms divided by height in meters squared (kg/m 2 ).
The presence and type of diabetes was ascertained at baseline for everyone. T1D was defined as the presence of all of the following according to the previous studies [16, 27] : (1) ≥ one claim under ICD-10 code E10; (2) ≥ three claims for the prescription of insulin; and (3) ≥ one claim for the prescription of insulin between 365 and 730 days after the first prescription of insulin. Among these, people who had claims under ICD-10 codes E11-14 within 730 days after the first prescription of insulin were excluded to rule out the possibility of ketosis-prone T2D. Individuals who underwent total or partial pancreatectomy were also excluded. T2D [17] was defined as having ≥ one claim per year for the prescription of antidiabetic medication under ICD-10 codes E11-14 or having a fasting plasma glucose ≥ 126 mg/dl, and those who had claims under ICD-10 code E10 were excluded. Individuals who did not satisfy the criteria for T1D or T2D were classified as people without diabetes. The duration of diabetes was dichotomously categorized as < 5 years and ≥ 5 years because complete determination of the exact diabetes duration was not feasible for those diagnosed more than 5 years before the baseline due to the unavailability of past data. The definitions used in previous studies were applied to determine hypertension [19] and dyslipidemia [19] . Metabolic syndrome (MetS) was defined according to the 2005 revision of the National Cholesterol Education Program criteria with Asian-specific cutoffs for abdominal obesity (WC ≥ 90 cm in men or ≥ 80 cm in women) [28, 29] . Chronic kidney disease (CKD) was defined as an eGFR of < 60 ml/min/1.73 m 2 [27] . End-stage renal disease (ESRD) was defined according to a previous report [27] . 
Statistical analyses
Statistical analyses were performed with SAS software (Version 9.3, SAS Institute, Cary, NC, USA). Two-tailed p-values < 0.05 were considered significant. The characteristics of the study population were analyzed according to the presence and type of diabetes. Continuous variables with normal distributions are expressed as mean ± standard deviation, and continuous variables with non-normal distributions are presented as median and interquartile range. Categorical data are shown as frequencies and percentages. The incidence rate of the primary outcome was calculated from the number of incident cases divided by the follow-up duration in person-years. The cumulative incidence of MI, hospitalization for HF, AF, and all-cause mortality during follow-up according to the presence and type of diabetes was assessed by Kaplan-Meier curves; the differences among the groups were evaluated using the log-rank test. Cox regression analyses were conducted to evaluate hazard ratios (HRs) and 95% confidence intervals (CIs) for the incidence of each outcome (MI, HF, AF, and all-cause mortality) according to the presence and type of diabetes. The proportional hazard assumption of the Cox models was ensured by the Schoenfeld residuals. Regression models were constructed to include various risk factors for CVD as potential confounders, referring to previous reports [19, [30] [31] [32] [33] [34] [35] [36] [37] [38] . Model 1 was adjusted for age and sex. Model 2 was further adjusted for smoking history, alcohol history, regular exercise, monthly income, BMI, hypertension, and dyslipidemia. Model 3 was adjusted for age, sex, smoking history, alcohol history, regular exercise, monthly income, MetS, and ESRD. Model 4 was adjusted for fasting plasma glucose and the potential confounders in model 2. An additional model (Model 2-1) was constructed by replacing dyslipidemia with statin use (defined as the prescription of statins for at least 6 months from baseline to the end of follow-up) in Model 2. The same analysis was performed to calculate HRs (95% CIs) for the incidence of each outcome according to five groups classified by the presence, type, and duration of diabetes (no diabetes, T2D for < 5 years, T2D for ≥ 5 years, T1D for < 5 years, T1D for ≥ 5 years).
Next, HRs (95% CIs) for outcome incidence according to the presence and type of diabetes were calculated in subgroups divided by age, sex, presence of CKD, current smoking, and regular exercise. The Cox regression models were adjusted for the same potential confounders reflected in Model 4 of the previous analysis. Comparing the HRs (95% CIs) for the outcome incidence rates in people with T1D with those in people with T2D, the potential effect modification by age group, sex, presence of CKD, current smoking, and regular exercise was evaluated through a stratified analysis and the p for interaction was calculated.
Sensitivity analyses
To account for the competing risk by all-cause death, we plotted a cumulative incidence function for MI, hospitalization for HF, and AF, and estimated the subdistribution HRs with the Fine and Gray method for these three CVD outcomes [39] after adjusting for the same potential confounders used in Model 4 of the previous analysis. Furthermore, to adjust for the potential confounding by the diabetes onset age, we selected individuals with available data for diabetes onset age. Due to the unavailability of past data, the diabetes onset age could only be determined in recently-diagnosed cases (diabetes duration of < 5 years). The main analysis was rerun among individuals without diabetes and those with diabetes duration of < 5 years after adjusting for diabetes onset age. Stratified analyses by the diabetes onset age were conducted only among people with recently-diagnosed diabetes (diabetes duration < 5 years) whose onset age information was available. Next, to consider the potential effects of undetected T1D or T2D at baseline, sensitivity analyses were also performed after (1) excluding individuals who developed incident T1D or T2D during the follow-up period and (2) excluding those in the group without diabetes who had ever received any anti-diabetic medication prescriptions or diabetes-related diagnostic codes (ICD-10 E10-14) at or before baseline. An additional sensitivity analysis to evaluate the robustness of the HRs for outcome incidence in the T1D group compared with the T2D group to unmeasured confounding was conducted using the E-value methodology of VanderWeele and Ding with a publicly available online E-value calculator (https ://evalu e.hmdc.harva rd.edu/app/) [40, 41] . The E-value is the minimum strength of association on the risk ratio scale that an unmeasured confounder must have with both the exposure and outcome, while accounting for the measured covariates, to negate the observed exposureoutcome association [40, 41] . In other words, it quantifies how strong the unmeasured confounding would have to be to negate the observed association [40, 41] . A higher E-value indicates that greater unmeasured confounding would be required to explain away an effect estimate [40, 41] .
Results
Baseline characteristics and study population
The study population consisted of a total of 20,423,051 subjects ( Fig. 1 ). The baseline characteristics of the study population are presented according to the presence and type of diabetes ( Table 1) . The mean age, percentage of men, proportion of low income level, WC, BMI, and prevalence of MetS were higher among people with diabetes than among those without diabetes, whereas eGFR and the proportion of subjects who exercised regularly were lower among people with diabetes than among those without diabetes. The mean fasting glucose levels were 92.87 ± 11.01 mg/dl for individuals without diabetes, 145.22 ± 45.76 mg/dl for those with T2D, and 156.99 ± 69.64 mg/dl for those with T1D. A post hoc analysis demonstrated that all baseline characteristics were different in each group, except that the proportion of subjects who exercised regularly and the prevalence of hypertension did not differ significantly between people with T1D and T2D.
Incidence of cardiovascular disease according to the presence and type of diabetes
During a mean follow-up of 4.57 ± 1.70 years (93,395,918.89 person-years for MI and 93,377,151.42 person-years for AF), 116,649 MI and 135,532 AF cases developed, and 125,997 incidents of hospitalization for HF were diagnosed during a mean follow-up of 4.58 ± 1.70 years (93,435,766.30 person-years). The cumulative incidence of MI, hospitalization for HF, and AF is presented according to the presence and type of diabetes using Kaplan-Meier curves (Fig. 2) . The incidence rates of MI, hospitalization for HF, and AF were highest in people with T1D and lowest in the subjects without diabetes (Fig. 2 , Table 2 ).
Table 1 Baseline characteristics according to the presence and type of diabetes mellitus
Continuous variables with normal distributions are expressed as mean ± standard deviation and continuous variables with non-normal distributions are expressed as median (interquartile range). Categorical data are presented as frequencies and percentages AF atrial fibrillation, BMI body mass index, BP blood pressure, eGFR estimated glomerular filtration rate, HDL-C high-density lipoprotein cholesterol, HF heart failure, LDL-C low-density lipoprotein cholesterol, MI myocardial infarction a Statin use was defined as the prescription of statins for at least 6 months from baseline to the end of the follow-up b The 2005 revision of the National Cholesterol Education Program Adult Treatment Panel III criteria were used with Asian-specific cut-off values for abdominal obesity (WC ≥ 90 cm in men, ≥ 80 cm in women) The HRs (95% CIs) for incident MI, hospitalization for HF, and AF were calculated with respect to the presence and type of diabetes (Table 2 ). In all models adjusted for potential confounders (Models 1-4), the hazard of incident MI, hospitalization for HF, and AF was higher in the T1D group than in the T2D and non-diabetes groups. In Model 4, which was fully-adjusted for potential confounders, including fasting plasma glucose, the HRs (95% When people with T2D and those with T1D were subdivided into two groups separately by the duration of diabetes (less than 5 years or not), the T2D group with longer diabetes duration (≥ 5 years) was associated with a higher hazard of MI, hospitalized HF, and AF than the T2D group with diabetes duration of < 5 years ( Table 3 ). The hazard of incident MI, hospitalization for HF, and AF was even higher in the T1D group, regardless of diabetes duration (≥ 5 years or < 5 years), than in the T2D group with disease duration of ≥ 5 years or < 5 years in all models (Models 1-4) adjusted for potential confounders.
Individuals without diabetes Individuals with type 2 diabetes
All-cause mortality according to the presence and type of diabetes
After a mean follow-up of 4.58 ± 1.69 years (93,633,185.75 person-years), 344,516 deaths occurred in the entire cohort. The highest number of all-cause deaths occurred among people with T1D, and the lowest number occurred in subjects without diabetes (Fig. 2) . The incidence rates of all-cause death were 296.02, 1015.14, and 1955.85 per 100,000 person-years in the non-diabetes, T2D, and T1D groups, respectively ( Table 2 ). The HRs (95% CIs) for all-cause mortality during follow-up in the T1D group were 1.884 (1.762-2.013) and 2.874 The hazard of all-cause death during follow-up was higher in the T1D group regardless of diabetes duration (≥ 5 years or < 5 years) compared with the T2D group with disease duration of ≥ 5 years or < 5 years in all models (Models 1-4) adjusted for potential confounders (Table 3) .
Subgroup analyses
The hazard of outcome incidence according to the presence and type of diabetes was evaluated in subgroups stratified by age group, sex, presence or absence of CKD, current smoking, and regular exercise ( Table 4 , Fig. 3 , Additional file 1: Tables S1 and S2). The T1D group was consistently associated with higher a hazard of MI, hospitalization for HF, AF, and all-cause mortality during follow-up in all subgroups compared with the T2D and non-diabetes groups. When the HRs for the outcome incidence in people with T1D compared with people with T2D were analyzed in the subgroups, T1D was more prominently associated with an increased hazard of hospitalization for HF in individuals aged < 65 years, and this association was attenuated in subjects aged ≥ 65 years (p-value for interaction 0.0008). In addition, T1D was more prominently associated with an increased hazard of MI and all-cause death during follow-up in individuals who were not current smokers. The effect of diabetes type on the hazard of MI and all-cause mortality during follow-up tended to be attenuated among current smokers (p-value for interaction 0.0174 and 0.0066, respectively). No other effect modifications were observed among the subgroups, including those stratified by sex.
Sensitivity analyses
When all-cause deaths were accounted for as competing events, the corresponding cumulative incidence function and subdistribution HRs for MI, hospitalization for HF, and AF did not change from the main findings (Additional file 1: Table S3 and Additional file 2: Figure  S1 ). Consistent findings were observed when the age of diabetes onset was added to the fully-adjusted model as a potential confounder among individuals without diabetes and those with a diabetes duration of < 5 years (Additional file 1: Table S4 ). When stratified analyses by the age at diabetes onset were conducted among individuals with recently-diagnosed diabetes (diabetes duration < 5 years), significantly higher hazards of CVD and all-cause mortality during follow-up were consistently observed in the T1D versus T2D group in all subgroups except for the hazard of AF in the T1D versus T2D group with diabetes onset age ≤ 40 years (Additional file 1: Table S5 ). Sensitivity analyses after excluding the 488,799 individuals who developed incident T1D or T2D during the follow-up period (Additional file 1: Table S6 ) and sensitivity analyses after excluding the 151,404 individuals in the group without diabetes who had ever received anti-diabetic medications or diagnostic codes for diabetes at or before baseline (Additional file 1: Table S7 ) also showed results consistent with those from the main analyses. Lastly, the E-values calculated to assess the robustness of the results to potential unmeasured confounding are summarized in Table 5 . The E-values (point estimate) for the observed associations between CVD or all-cause mortality and the type of diabetes (T1D versus T2D) ranged from 2.60 for AF to 3.63 for hospitalization for HF ( Table 5 ). E-values for the lower confidence bound in the T1D group compared with the T2D group showed a range of 2.17 (for AF) to 3.21 (for hospitalization for HF).
Discussion
To the best of our knowledge, this large-scale longitudinal study is the first to explore the hazards of CVD and early death in people with T1D on a nationwide level in Korea and to compare them with the hazards in people with T2D and controls without diabetes. T1D was associated with a higher hazard of MI, hospitalization for HF, AF, and death during follow-up compared with T2D or no diabetes. These associations were significant even after adjustment for fasting plasma glucose levels and various vascular risk factors, including smoking, regular exercise, BMI, hypertension, dyslipidemia, statin use, ESRD, and MetS. In addition, statistical significance was consistently maintained in an analysis stratified by the diabetes onset age (only among individuals with a diabetes duration of < 5 years) and diabetes duration and in subgroup analyses stratified by age group, sex, the presence of CKD, current smoking, and regular exercise. Furthermore, subdistribution HRs of CVD accounting for all-cause mortality as a competing event and sensitivity analyses excluding individuals who developed new T1D or T2D during follow-up also demonstrated consistent results.
It is well established that T1D is associated with an increased risk of premature death from any cause and cardiovascular cause compared with the general population [1] . In our study, T1D was associated with an increased hazard of CVD and a 2.87-fold higher hazard of all-cause death during follow-up compared with the non-diabetes population in the fully-adjusted models. In a previous observational study of a population with T1D from the Swedish National Diabetes Register [1] , people with T1D had 3.52-fold and 4.60-fold higher risk of all-cause death and cardiovascular death during followup, respectively, compared with age, sex, and countymatched controls in a general population that did not expressly exclude individuals with T2D. In that study [1] , although the risk of all-cause and cardiovascular death during follow-up increased gradually with incremental levels of mean glycated hemoglobin, the risk in people with T1D who had a glycated hemoglobin value of ≤ 6.9% was still more than twice the risk of the general population. In a large-scale study conducted without distinguishing T1D from T2D [42] , diabetes was associated with a 51% and 65% excess risk of death in 2009 in Canada and the UK, respectively, which is comparable to the 51% excess hazard of mortality during follow-up in people with T2D compared with controls without diabetes in our data. These aforementioned studies [1, 42] suggest the presence of a persistent excess risk of premature cardiovascular-and all-cause death from diabetes, especially T1D, compared with the general or non-diabetes population, despite extensive use of cardio-protective agents. Few previous studies have provided a head-to-head comparison of the risk of cardiovascular outcomes or early death between people with T1D and those with T2D and subjects without diabetes. Among them, the studies by Svane et al. [4] and Kiss et al. [14] , which showed generally higher mortality during follow-up among people with T1D than among those with T2D, was conducted only among ≤ 49 year-old people in Denmark [4] and ≤ 40 year-old Hungarian people [14] , respectively. Juutilainen et al. [12] reported a similar effect of T1D and T2D on cardiovascular mortality, but they found a more profound effect of hyperglycemia on the risk of cardiovascular death in T1D than in T2D. Their study [12] population was limited to middle-aged Finnish subjects aged 45-64 years, and only subjects with both types of diabetes whose age of diabetes onset was older than 30 years were included. Conversely, a study from the Hong Kong Diabetes Registry [13] , that compared cardiovascular outcomes in people with T1D with those in normal-weight and overweight people with T2D, used a study population of Chinese people with youngonset diabetes (defined by onset age < 40 years). To the best of our knowledge, no previous study has explored the excess risk of not only various types of CVD but also early mortality in people with T1D compared with those with T2D.
The higher hazard of CVD and mortality during followup in people with T1D compared with people with T2D in our study has several possible explanations. First, longterm glucose control status could vary among these two diabetes populations in Korea. A higher baseline fasting plasma glucose level in T1D subjects than T2D subjects Fig. 3 Adjusted hazard ratios and 95% confidence intervals for the incidence of cardiovascular disease and all-cause mortality during follow-up in type 1 diabetes patients versus type 2 diabetes patients in subgroups. Adjusted for age, sex, smoking history, alcohol history, regular exercise, monthly income, body mass index, hypertension, dyslipidemia, and fasting plasma glucose. CKD chronic kidney disease Table 5 
E-values for the observed associations between cardiovascular diseases or all-cause mortality during follow up and the type of diabetes
HF heart failure a The observed associations are the fully adjusted hazard ratios (95% confidence intervals) shown in Table 2 supports this possibility. Although statistical significance was maintained even after adjusting for fasting plasma glucose as a potential confounder, fasting plasma glucose alone might not sufficiently represent long-term glycemic status, and the possibility that a difference in long-term glycemic control status might have affected the result cannot be ruled out. Second, glycemic variability could be a contributing factor. Glycemic variability in diabetes is considered an emerging predictor for not only macrovascular complications (including CVD), but also mortality [43] [44] [45] . An increasing body of evidence suggests that glycemic variability might be associated with plaque instability and subclinical coronary atherosclerosis [45] [46] [47] . Furthermore, long-term glycated hemoglobin variability is related to the risk of AF and HF in people with T2D [45, 48, 49] . Although glycemic variability was not determined in this study, people with T1D usually have much higher glycemic variability than people with T2D because T1D is characterized by an absolute insulin deficiency, and thus people with T1D require exogenous insulin from disease onset, whereas increased glycemic variability in T2D denotes a progressive decline in residual beta-cell function in long-standing cases [43] . Third, hypoglycemia might have contributed to the results. Severe hypoglycemia is one of the strongest predictors of cardiovascular events and short-term all-cause mortality in people with T2D [50, 51] and T1D [51] . Low blood glucose itself or the activation of the sympathoadrenal response and accompanying changes in hemodynamics, electrophysiology, and myocardial perfusion, as well as the induction of pro-thrombotic and pro-inflammatory states, have been suggested as underlying mechanisms [50] . The risk of hypoglycemia is positively associated with glycemic variability [45] . In a previous analysis of 828 day-patient glycemic profiles from people with T1D and T2D (insulin-treated and noninsulin-treated T2D), the frequency of hypoglycemic episodes was highest in people with T1D and lowest in the non-insulin-treated T2D group [52] . Although our dataset does not include that information, more frequent hypoglycemic episodes might have occurred in people with T1D than T2D, and that might have affected the differential development of CVD and mortality during follow-up in these two populations.
The excess hazard of being hospitalized for HF in people with T1D compared with people with T2D was more prominent in individuals aged < 65 years in the subgroup analyses, although the increased hazard of MI and AF in T1D versus T2D did not change by age group. This suggests that the effect of T1D relative to T2D as a risk factor for hospitalization for HF might be more prominent among young people (< 65 years). Similarly, the Framingham Heart Study showed an increased risk of HF in people with diabetes compared to those without, and the relationship between diabetes and HF was much stronger in individuals aged ≤ 65 years [53] . Conversely, the hazard of MI, which might be related to HF secondary to acute ischemic injury [54] , in the comparison of T1D versus T2D groups was unaffected by age group. Although we cannot clarify the exact mechanism in this study, the acute complications of diabetes, including hypoglycemia and cellular or metabolic derangements associated with T1D itself, rather than acute ischemic injury following MI, might be associated with the more prominently increased hazard of being hospitalized for HF in people with T1D than in people with T2D in this relatively young population.
Several limitations of our study should be acknowledged. First, because this study is retrospective, our ability to clarify causal relationships and underlying mechanisms was inevitably limited. Second, with this NHIS database, the specific cause of death could not be identified. However, we expect that a considerable proportion of the overall mortality was associated with CVD and macrovascular complications of diabetes because heart disease, cerebrovascular disease, diabetes, and hypertensive disease are among the 10 most common causes of death in Korea, according to the 2016 Cause of Death Statistics reported by the Korean government [55] . Also, a previous study using the Swedish National Diabetes Register [1] reported that the excess mortality during follow-up among people with T1D compared with the general population was mainly derived from CVD and diabetes-related causes, and cancer-related mortality was no more common in people with T1D than in the general population. Third, unmeasured confounding might have affected our results despite our efforts to maximally adjust for measured potential confounders. Except for fasting plasma glucose concentration, indicators of glycemic control status, such as glycated hemoglobin, were unavailable in our dataset. Therefore, we could not determine whether variations in the hazard of CVD or mortality during follow-up between people with T1D and T2D originated from differences in glycemic control status (potential confounding of worse glycaemia in T1D compared to the T2D group) or factors inherently associated with the disease itself. Furthermore, information about the age of diabetes onset was unavailable for individuals whose diabetes duration was ≥ 5 years, and duration of diabetes could only be considered dichotomously as a categorical variable (< 5 years or not) due to the unavailability of past data. Both age of onset and duration of diabetes could have a significant effect on the risk of CVD and mortality during follow-up [36, 56, 57] . Therefore, the potential confounding of a younger age at diabetes onset among people with T1D compared with the T2D group could not be fully excluded among individuals with a diabetes duration of ≥ 5 years. In addition to these factors, other unmeasured confounders might also have had an effect. However, our sensitivity analysis using the E-value methodology indicated that the observed HRs for an outcome incidence of 1.608 (AF) to 2.105 (hospitalization for HF) in the T1D group compared with the T2D group could only be explained away by an unmeasured confounder that was associated with both the outcome (CVD or mortality) and the exposure (type of diabetes) by a risk ratio of more than 2.60 [E-value (point estimate) for AF] to 3.63 [E-value (point estimate) for HF]-fold each, above and beyond that of the confounders that were measured in our study. These risk ratios are much greater than those for corresponding outcomes in the T2D group compared with the non-diabetes group in this study (HR 1.418 for MI; 1.417 for hospitalization for HF; 1.085 for AF; and 1.510 for all-cause mortality), and T2D is an established risk factor for these CVDs and early all-cause death. Thus, the probability of the presence of an unmeasured confounder that can overcome the effect of diabetes type in the current study would not be high although the effects of important unmeasured confounders such as glycated hemoglobin cannot be fully excluded. Fourth, the possibility of undetected early diabetes among the non-diabetes subjects cannot be fully excluded because data about oral glucose tolerance tests and glycated hemoglobin were unavailable for screening the presence of diabetes at baseline, although consistent results were found in our sensitivity analyses that considered the potential effects of undetected T1D or T2D at baseline. Lastly, because all the subjects were Koreans, caution should be used when extrapolating our results to populations with different ethnicities.
Nonetheless, our study also has major strengths. Using a validated nationwide database provided by the Korean government, we collected lifestyle, anthropometric, and laboratory measures for more than 20 million Koreans. We excluded only 0.97% of the eligible subjects for having missing values on at least one variable from our analyses despite the large number of variables we included. This enabled us to adjust for diverse cardiovascular risk factors. We found consistent results even after adjusting for the potential confounders, and our various sensitivity analyses and stratified analyses supported the robustness of our main findings.
